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The impact of common mental illnesses in the workplace can be reduced by encouraging support 
from co-workers and promoting early professional help-seeking. The Mental Health First Aid 
(MHFA) course is an evidence-based effective program designed to encourage social support and 
early help-seeking in the general community. However, little is known about whether the course 
meets the needs of workplaces. The current study aimed to gain a better understanding of how the 
course is being delivered in Australian workplaces and invite feedback on how it could be tailored 
for this delivery setting. This study used a purpose-designed survey to explore 120 MHFA 
instructors’ experiences of delivering the course in workplaces. The results indicated that MHFA 
is most commonly deployed in the human service and education sectors to assist workers with 
helping clients, rather than helping co-workers. The results also suggest ways in which the 
MHFA course could be tailored for workplaces, as well as further support instructors require to 
deliver courses in workplace settings.  
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Introduction 
 
Mental illness is common in Australian workplaces (ABS, 2008) and the associated costs 
to the economy are high (Inder, Meadows, & Cornwell, 2013). The costs can be 
indirectly attributed to the impairment of productivity, via sick leave absence and reduced 
productivity whilst at work (Graaf, Tuithof, Dorsselaer, & Have, 2012). The prevalence 
of the common mental illnesses of depression, anxiety and substance use problems varies 
widely across industries. For example, an analysis of the 2007 Australian National 
Survey of Mental Health and Wellbeing found depression to be more prevalent in 
accommodation, food services, professional, technical and services industries; anxiety to 
be higher in IT, medical, financial and insurance industries; and substance use disorders 
higher in mining, construction, accommodation and food services (Inder et al., 2013). The 
risk of common mental illness is also higher for certain types of roles, including people 
working longer hours, those in non-traditional gender roles, and atypical workers (such as 
casual and fixed term contract staff) (Hilton et al., 2008; Sanderson & Andrews, 2006). 
The increased prevalence in various occupations and industries suggests there are work-
related factors that contribute to mental ill-health. Indeed, a large body of research 
demonstrates that stressful working conditions are a determinant of poor mental health as 
well as diagnosable mental illnesses (Butterworth et al., 2011; Lamontagne, Keegel, 
Louie, & Ostry, 2010; Stansfeld & Candy, 2006). 
 
One way that the impact of common mental illnesses can be reduced is through 
facilitating effective early intervention in the workplace. Providing early support to 
employees showing signs of a common mental illness could reduce further productivity 
impairments before the illness worsens if left untreated. Only 22% of full-time workers 
with high psychological distress receive treatment for their mental health problems 
(Hilton et al., 2008). Delays in treatment seeking are significant, for example Brouwers, 
Terluin, Tiemens, and Verhaak (2009) found the length of delay in help-seeking is the 
strongest predictor of a long-term sickness absence. Early intervention is likely to be 
cost-effective, as the costs associated with lost productivity due to mental illness are 
higher than the costs associated with long-term treatment (Graaf et al., 2012).  
 
Improving mental health literacy, ‘the knowledge and beliefs about mental disorders 
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which aid their recognition, management or prevention,’ and reducing stigma can 
encourage early help-seeking (Jorm et al., 1997; Szeto & Dobson, 2010). Australian and 
international studies indicate gaps in mental health literacy and high stigma towards 
employees with mental health problems (Martin, 2010). However, few workplace mental 
health literacy programs have been evaluated to establish effectiveness (Malachowski & 
Kirsh, 2013; Szeto & Dobson, 2010). One well-evaluated mental health literacy program 
is Mental Health First Aid (MHFA) training which aims to improve ‘the help provided to 
a person developing a mental health problem or experiencing a mental health crisis’ 
(Kitchener & Jorm, 2002). Studies demonstrate that MHFA leads to improved mental 
health literacy and reduced stigma in participants, sustained six months later (Kitchener 
& Jorm, 2006). A recent meta-analysis of 15 MHFA studies found significant effect sizes 
of 0.56 for changes in knowledge, 0.28 for changes in stigmatising attitudes and 0.25 for 
changes in helping behaviour (Hadlacsky, Hokby, Mkrtchian, Carli, & Wasserman, 
2014). In recognition of its strong evidence base, MHFA has been included in the 
Substance Abuse and Mental Health Services Administration National Registry of 
Evidence-based Programs and Practices (SAMHSA National Registry of Evidence-based 
Programs and Practices (NREPP)). With the increased delivery of online training, a 
comparison of an eLearning MHFA course, compared to a blended MHFA course, is 
currently the subject of a randomised controlled trial with Australian public servants, 
using online first aid training as the control (ANZCTR, 2014). 
 
The MHFA Program has grown considerably since it was first conceived in Australia 
in 2000. In its first decade, over 170,000 Australian adults had completed MHFA 
training, equivalent to 1% of the adult population (Jorm & Kitchener, 2011) and it has 
now spread to 22 other countries (Mental Health First Aid Australia, 2014). MHFA 
has become embedded into the policies and programs of many organisations, for 
example, it is offered to employees as part of their induction or to staff specially 
designated as ‘mental health first aid officers’ (B.A. Kitchener, personal 
communication, November 1, 2013). Internationally, the UK government has 
publicly called for a ‘mental health first aider in every workplace’ as part of a 
framework aiming to reduce the impact of mental illnesses at work (O'Dowd, 2012). 
Though MHFA has been evaluated in several workplace settings where the broad 
focus was on staff developing skills to help any adult (Kitchener & Jorm, 2004; 
Reavley, McCann, Cvetkovski, & Jorm, 2014), it is not specifically a workplace 
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intervention. The founders initially designed MHFA for the community as a 
complement to physical first aid training for the public. Nevertheless, MHFA has 
been identified as the only international and evidence-based workplace anti-stigma 
initiative (Szeto & Dobson, 2010). MHFA has likely filled a gap that has meant that 
the uptake within organisations may have increased over time (Jorm & Kitchener, 
2011). However, little is known about how workplaces have used MHFA to equip 
staff to better support one another. Mental Health First Aid Australia, the non-profit 
coordinating organisation, does not systematically collect data from MHFA course 
participants, and thus it would be difficult to conduct a survey of workers who have 
completed the MHFA course. Furthermore, few workplace studies of MHFA have 
included organisational measures. For example, a recent study with UK fire service 
managers found significant improvements in participant knowledge, confidence and 
attitudes to mental illness after training, but did not investigate the impact of training 
on wider aspects of the workplace such as policies or procedures (Moffitt, Bostock, & 
Cave, 2014). A survey of 160 people in Wales reported that participants had an 
increased interest in workplace mental health issues after training, and had tried to 
raise awareness of mental health at work or were planning to do so (Mind Cymru, 
2011). Finally a cluster-randomised trial of the Youth MHFA course for teachers in 
14 Australian high schools found that teachers became more confident in helping 
colleagues with a mental health problem, even though the training was targeted at 
helping students rather than fellow teachers (Jorm, Kitchener, Sawyer, Scales, & 
Cvetkovski, 2010). 
 
One way to investigate how MHFA is being implemented in Australian workplaces is by 
surveying MHFA instructors who have delivered training in workplaces. Purpose 
designed surveys and semi-structured interviews have now been used to explore MHFA 
instructors’ experiences in a number of international studies in Northern Ireland, 
Scotland, USA and Wales (Byrne, McGowan, & Cousins, 2015; Crisanti, Pasko, Pyeatt, 
Silverblatt, & Anastasoff, 2015; Mendenhall & Jackson, 2013; Stevenson & Alvy, 2007; 
Terry, 2011). For example, in Northern Ireland a focus group of six instructors reported 
on a number of issues relevant to the workplace (Byrne et al., 2015). These included the 
need for more flexible delivery options to accommodate senior managers and workplaces 
that find it difficult to attend the usual 12 hours of training. Instructors also suggested a 
national training plan in order to target particular sectors, which would also include 
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designated mental health first aiders within workplaces to champion the program. In a 
Scottish survey of 82 instructors, participants reported that they found some sectors 
difficult to reach and a challenge to convince managers of the benefits of their staff doing 
training. A number of instructors called for national marketing to increase awareness of 
the MHFA amongst employers (Stevenson & Alvy, 2007). 
 
Aims 
The aim of the study is to investigate instructors’ experiences of delivering the existing 
MHFA course in workplaces in order to inform the development of a tailored MHFA 
course for workplaces. The key research questions are: 
1. Over the last 12 months, which industries and role types have participated in 
MHFA training? 
2. Why do workplaces participate in MHFA training and does the course meet their 
training needs? 
3. For those instructors who have an ongoing association with a workplace, have 
they observed that MHFA training led to any organisation-wide changes? 
4. How could the MHFA course content be tailored for workplaces? 
5. How could the MHFA course mode of delivery be tailored for workplaces? 
6. What benefits and challenges are there for instructors delivering the MHFA 
course in workplaces? 
7. What further support do instructors require? 
 
Method 
 
Participants 
A list of 800 accredited and temporarily lapsed Standard MHFA instructors served as the 
study population. This list is maintained by MHFA Australia. Instructors included in this 
list were eligible to participate in the study if they met the following criteria, as 
determined by self-report at the time of survey completion: 
• were aged 18 or over 
• were an accredited Standard MHFA Australia instructor 
• had delivered at least two courses in workplaces in the last 12 months.  
 
Survey procedure 
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In June 2014, MHFA instructors were invited to participate in the study via an email sent 
to the list described above. An online link was included in this invitation to participate. 
An advertisement to remind participants about the study was posted on the password 
protected section of the MHFA website and the MHFA Facebook group, both accessed 
by instructors only. Two reminders emails were sent to instructors encouraging them to 
participate in the study in fortnightly intervals. Participation in the study was voluntary 
and responses were made anonymously. Two participants requested and completed a 
PDF version of the survey via email, which when returned was manually entered into 
SurveyMonkey by the lead author. The Human Research Ethics Committee of the 
University of Melbourne approved the research.  
 
Survey content 
The study used a purpose-designed survey addressing the research questions, using 53 
multiple-choice and open-ended questions. Participants were also able to provide free text 
comments after answering a multiple-choice question. The survey included three 
sections: 1) demographics; 2) information regarding at least two MHFA courses delivered 
by the respondent in workplaces in the last 12 months (in order to remain accredited, 
instructors are required to run six courses every two years, with at least one course run 
every 12 months); and 3) possibilities for future tailoring MHFA for workplaces 
including existing benefits and challenges and extra support required. Eighteen of the 
questions in section two were optional, which gathered data on two further courses 
delivered by the respondent. The survey was administered online using SurveyMonkey 
software and took approximately 30 minutes to complete.  
 
Data analysis 
SPSS 22 was used to analysis quantitative data. Dichotomous and nominal questions 
were analyzed using descriptive statistics. Group differences were compared using 
Pearson’s chi-square tests. A content analysis was conducted for open-ended questions, 
which involved a first round of the lead author reading through all comments to identify 
themes and a second round to code comments against the themes. The results are 
summarised below according to the research questions. 
 
Results 
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Of the 141 instructors who consented to participate in the study, nine did not meet the 
eligibility criteria and another 12 did not begin the survey questions. A total of 120 
instructors completed the first two sections of the survey, with a subset of 105 completing 
section three (representing a 13% response rate).  Table 1 below details participants’ 
demographics. The majority of participants were female (72%), with an average age of 50 
years and post-graduate training. Participants’ main sector of employment was Health 
Care and Social Assistance (48%), followed by Education and Training (42%). On 
average, instructors had been accredited to deliver MHFA for 5.3 years and had run 5 
courses in the last 12 months. The majority (65%) of instructors’ were employed to 
deliver MHFA training to staff within their own workplace.  
  
INSERT TABLE 1 HERE 
 
1. Over the last 12 months, which industries and role types have participated in MHFA 
training? 
In total, 120 instructors reported on 252 courses delivered in workplaces, equating to an 
average of 2.1 courses per instructor. Of the 20 general employment sectors recognised 
by the Australian Bureau of Statistics, 15 sectors were represented in these 252 courses. 
The sector most commonly represented was Health Care and Social Assistance (48%, n = 
120), followed by Education and Training (16%, n = 65) and Public Administration and 
Safety (14%, n = 34). The remaining sectors represented 13.5% of all courses run in 
workplaces. The five sectors where no courses were run were Accommodation and Food 
Services; Construction; Information, Media and Telecommunications; Retail Trade and 
Wholesale Trade.   
 
With respect to those who received MHFA training in the respondent delivered courses, 
73% were run for mixed role types (n = 183), with 15% (n = 37) of courses run for 
workers without their supervisors present, 7% (n = 18) with supervisors/leaders only and 
6% (n = 14) for an entire workplace. The most commonly endorsed motivation by 
workplaces to have MHFA training was ‘an employee in the workplace had done MHFA 
previously and/or recommended it’ (42%, n = 105) and ‘a mental health policy in this 
workplace recommends mental health training’ (42%, n = 105). Workplaces were 
motivated to do training following a critical incident for 16% (n = 40) of courses. This 
general pattern differed for the major sectors, where a personal recommendation was 
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more common in Health Care and Social Assistance (51%, n = 61), and a policy 
recommended training was more common in Public Administration and Safety (68%, n = 
23).  
 
2. Why do workplaces participate in MHFA training and does the course meet their 
training goals? 
 
Instructors were asked to specify what they felt were the main reasons MHFA training 
was implemented for that workplace and to what extent the training matched these 
objectives afterwards. The majority (89%) of courses were run to support workers in 
responding to the needs of their clients/customers. Almost two-thirds (62%) of courses 
also aimed to help workers support each other and half of courses (50%) were run to 
support workers’ own mental health. See Table 2 for further information.  
 
There is evidence to suggest that different sectors conduct MHFA for different main 
purposes.  There was a significant relationship between sector and aiming to supporting 
workers in their roles (χ2  (14, N = 252) = 46.80, p < 0.01), φ = .53), with Health Care and 
Education and Training more likely to endorse this aim (96%, n = 115) than other sectors. 
Significant relationships were also found between sector and aiming to support co-
workers (χ2 (14, N = 252) = 38.08, p < 0.01), φ = .36), and between sector and aiming to 
support workers’ own mental health (χ2 (14, N = 252) = 25.42, p < 0.05), φ = .30). In 
both cases Education and Training and Public Administration and Safety were sectors 
more likely to endorse this aim, and Health Care and Social Assistance were less likely to 
do so.  
 
INSERT TABLE 2 HERE  
 
According to MHFA Instructors, the training seemed to match the workplace’s training 
goals ‘much’ or ‘a great deal’ 90% of the time. Instructors reported that more than two-
thirds of courses (71%, n = 180) were met with ‘a great deal’ of overall satisfaction by 
workplaces. Twenty five percent (n = 64) of courses had a rating of ‘much’ satisfaction, 
and only three percent (n = 8) of courses had a satisfaction rating of ‘somewhat.’  
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3. For those instructors who have an ongoing association with a workplace, have they 
observed that MHFA training led to any organisation-wide changes? 
 
Instructors were unaware if there had been any organisation-wide changes following 
MHFA training for 29% of the courses they delivered in workplaces. For courses where 
instructors were aware of changes, the most commonly reported were ‘MHFA training 
offered to other staff (on a voluntary basis)’ (36%) and ‘MHFA training offered regularly 
as in-service training (on a voluntary basis)’ (35%). Other less commonly reported 
changes are detailed in Table 3, and related free text comments are summarised below. 
 
INSERT TABLE 3 HERE 
 
In free text comments, a few instructors commented that the training led to improvements 
in services, such as better assessment tools, enhanced policies on managing crisis 
situations and counseling services being made available. One instructor said MHFA 
training “Has contributed to early intervention strategies being put in place to support 
staff, clients and broader community.” Other instructors cited increased help-seeking 
behaviours and reduced stress claims. As one instructor said, “Other benefit was 
increased referrals to our counselling service” and another “Considerable reduction in 
workers compensation injury and premiums”. In another organisation an instructor noted 
that MHFA training had led to a workplace mental health committee being set up. 
Instructors also provided examples of how MHFA training had been made mandatory, 
such as being part of a pre-service course for custodial staff. In one workplace, an 
instructor told how champions had been used to support MHFA training, “not so much 
very recently - but in past, graduates of MHFA have been invited to become 
"ambassadors", to be visible in their workplace, and they are offered top-up ongoing 
training.” Finally one instructor felt a ‘culture shift’ occurred during training in their 
organisation, “There is a culture shift in [name of workplace] and this group, the second 
I have done were very open to learning & sharing experiences, and also reflecting how 
very different & unsupportive policies & procedures were in the past.” 
 
Not all instructors were able to comment on changes. One instructor felt it was simply too 
early to tell whether MHFA was leading to any changes in the organisation and several 
instructors commented that the workplaces were currently in the planning stages of 
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making MHFA mandatory for some or all staff in the organisation. One instructor was 
very interested to find out what else was occurring in other organisations –  
 
“I would be interested to know what other organisations have done post training. We 
have staff asking for a refresher, or Q&A sessions. Nothing has been organised yet, 
but I am interested in setting up something.  We have designated First Aiders, who get 
an allowance for this responsibility, but not for MHFA. What do other organisations 
do?” 
 
4. How could the MHFA course content be tailored for workplaces? 
Instructors were asked a number of questions about how the MHFA course might be 
tailored for workplaces. The first invited comment on how instructors thought MHFA 
course content could be tailored. A number of themes were identified and are provided in 
Table 4. The most common suggestions centred on adding work-specific topics to the 
course (n = 28) and work-based scenarios (n = 21). For example one instructor suggested 
“Possibly a section about impact of mental illness on the workplace and thus the 
community and economy” and another said “Use scenarios and exercises that are 
relevant to different occupational groups as in the nursing and medical students' 
courses.” 
 
Instructors’ comments on tailoring also highlighted the different aims that MHFA can 
have in workplaces. Some instructors provided suggestions supporting a course that trains 
employees in how to provide MHFA to another employee, for example “More focus on 
peer intervention and how to negotiate the delicate nature of managers approaching staff 
around mental health issues. Several concerns raised during the course by managers who 
would find it difficult to approach employees for fear of being accused of discriminating, 
etc.” However other instructors saw a role in having a course that could train employees 
to provide MHFA to clients and other employees, such as “A variety of scenario options - 
some for engaging with clients & some for engaging with coworkers; Tailoring the 
course with specific information of what organisations and employees/supervisors can 
do.”  
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Aside from the content itself, another theme involved on how the look and feel could 
be tailored for workplaces, for example “Revamp/ improve slide deck. The 'look and 
feel' of this is old and dated; despite the information being relevant. This does not 
have a commercial look and feel that most corporates would expect.”  
 
Finally, instructors also made other suggestions in this section that related more to 
course delivery than course content, and are not summarised in Table 4, as they relate 
to areas outside of the direct control of MHFA. In summary these themes were as 
follows: the most common was that the instructor should know the workplace (n = 8), 
such as this comment, “If the facilitator(s) know the workplace, it is quite easy to 
tailor the presentation to the participants needs” and similarly “Maybe making sure 
the instructor meets with the person who has arranged it, to see what instigated the 
training.” Other themes identified related to delivery were: deliver to groups with 
mixed roles/workplaces (n = 2); have guest-speakers (n = 1); deliver off-site (n = 1); 
and encourage workplaces to have their own instructor (n = 1).  
 
INSERT TABLE 4 HERE 
 
5. How could the MHFA course mode of delivery be tailored for workplaces? 
 
Almost two-thirds of instructors (60%, n = 64) felt that an audience with mixed role 
types was appropriate for a tailored workplace course, with approximately another 
third (31%, n = 32) feeling that separate sessions for employees and 
supervisors/leaders would be appropriate. Nine instructors (9%) said other. 
Instructors also provided comments to support their answers, which fell into three 
categories: support for courses delivered to mixed role types (n = 22); support for 
separate sessions for different role types (n = 14); and depends on workplace (n = 
12).  Instructors who supported sessions for mixed role types pointed out that this 
mode of delivery helped avoid an us vs. them mentality within existing workplace 
hierarchies. It can also encourage deeper understanding and sharing across teams and 
reinforce the idea that mental health is everybody’s business. For example one 
instructor commented, “I think it's important for everyone to participate together, and 
share experiences rather than different disciplines - it is a good opportunity for 
networking, and minimising an "us" and "them" approach”.  Another instructor said, 
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“There is value to be gained from employees & supervisors/leaders hearing from 
each other and being able to learn/challenge each other. It takes an organisation 
who is ok to encourage employees to be safe to challenge and question 
supervisors/leaders - obviously in appropriate manners.“ 
 
Of those who supported separate sessions for different role types, one theme raised 
related to experiences that some workers find it hard to be comfortable and 
participate in the course if their supervisor is present, such as “From experience, 
employees feel less intimidated to participate if supervisors are not present and 
supervisors feel more open to make comments amongst other supervisors when 
employees are not present.” Another theme related to the value of having supervisors 
explore issues related to their managerial role, “I don't think there are any problems 
with mixed courses, however a course targeting supervisors would provide an 
opportunity to expand on some issues that are specific to supervisors about how to 
assist a person with a mental illness in the workplace.” 
 
Some instructors emphasised the need for flexibility, highlighting that both options 
would be appropriate because of the workplace variations that exist on factors such as 
trust, interpersonal tension, size, and role diversity. For example one instructor noted, 
“The courses I have conducted had both workers and supervisors and I found that it 
did not impact on the participants willingness to engage and participate in the 
learning. However, I think in some organisations it may be better to have them 
separately. I think it needs to be decided upon for each workplace - some 
organisations are small and it would be unrealistic to have separate training for staff 
and supervisors.” Some instructors supported both mixed and separate sessions, but 
recommended starting course delivery with leadership and people and culture teams.   
 
Instructors were asked to endorse their preferred mode of delivery for a tailored 
workplace course (Table 5). Instructors also expanded on the reason for their choice in 
the comments. For example instructors who felt eLearning was not appropriate noted that 
from their experience eLearning had been unsuccessful, unpopular or unsatisfactory 
compared to face-to-face. Other instructors indicated support for flexibility in order to 
provide options that best suited individual workplace needs. A few instructors provided 
supporting comments for blended learning options and a shorter 1-day face-to-face 
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course.  
 
INSERT TABLE 5 HERE 
 
Instructors commented on the appropriateness of the existing topics in the Standard 
MHFA Course for a tailored workplace course (Figure 1). Instructors were most 
supportive for the following topics to be included in a tailored course: Overview of 
mental health in the workplace, anxiety problems, depression and suicidal thoughts and 
behaviours. The topics instructors least agreed on were non-suicidal self-injury, acute 
psychosis, acute intoxication and psychotic illnesses.   
 
INSERT FIGURE 1 HERE 
 
6. What benefits and challenges are there for instructors delivering the MHFA course 
in workplaces? 
 
Instructors identified a number of benefits related to their experiences delivering 
MHFA courses in workplaces, which are summarised in Table 4. The most 
commonly reported benefit was receiving positive feedback from participants and 
reports of MHFA-related learning outcomes being met (n = 53). For example, one 
instructor said, MHFA “Helps create a workplace where people can talk about their 
mental health issues” and similarly another said they had received “workplace 
feedback is that it has contributed to safer work practices and better support amongst 
staff.” Many instructors also discussed how the workplace context can make it easier 
to tailor content, build relationships and influence change (n = 28). As one instructor 
explained:  
 
“Delivering MHFA in a workplace allows the instructor to better target the 
information they provide during the course. It gives the instructor the feeling 
of working with an agency rather than just presenting to a crowd.  It also 
often generates repeat business as most agencies make this mandatory 
training or core induction training.” 
 
Another benefit expressed by two instructors was that MHFA has led to a reduction or 
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prevention in claims, for example:  
 
“Many workplaces are unaware of the prevalence of mental illness - where 
the business has a program to identify and support people with mental illness 
this often prevents mental illness turning into a workcover claim that results 
in huge cost to the company and huge cost to the employee. The company 
obviously has an increase in their premium and the worker does not receive 
the treatment they require and deserve. I do see genuine cases of stress 
caused by a workplace but I see many more where if the underlying illness 
(anxiety and depression especially) was treated it would not translate to a 
claim for the workplace and the individual feeling they cannot work feeling 
further isolated at home still untreated.” 
 
Amongst the challenges reported by instructors, the most commonly identified was 
that the format is not appropriate for all workplaces. For example the length can be 
difficult for some, “Shift workers being able to be rostered around training. Full day 
sessions are too much for some work groups,” whereas for others it related to 
content, such as general style and topics “The way the course flows and is slightly 
dated is a problem to the modern organisation. Case studies don’t always reflect 
workplace risks or situations. DVDs are out dated and not relevant to workplace 
scenarios” and similarly “Making a generalist course relevant to the workplace. This 
often requires a lot of work by the instructor to develop workplace related scenarios 
to make the course more specific.” 
 
Many instructors find that lack of engagement (n = 19) is a challenge with workplace 
training. For example one instructor commented, “At times people have felt it was 
OK to be late, leave early etc. because it was in the workplace where they may not 
have done this if it was external. There are times people have also felt unsure about 
participating, particularly at first, due to workplace roles and dynamics”. Similarly 
another instructor said they have experienced “Too many interruptions regarding 
essential work problems, especially if a difficult problem arises.  I now try to have the 
trainings away from their workplace.” Lack of motivation was at the core of poor 
engagement for other instructors, such as this comment, “If staff are not 
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interested/don't see the need for the training and the push has come from managers, 
it can be more difficult to engage them in the training.”  
 
Instructors were also asked whether they were interested in running more courses in 
workplaces in the future. Ninety-five percent of all Instructors who completed section 
2 of the survey (n = 100) were interested in running more courses in the future. 
Instructors expressed the value they perceive MHFA has for workplaces, for 
example, “Workplaces provide a great opportunity to reduce stigma and create a 
more mental health aware and supportive community. It also provides a group of 
people who might not otherwise have attended a MHFA course.” Others commented 
how MHFA helps build relationships between employees, such as this instructor who 
said, “Having worked in a range of settings I can adapt my style to suit the 
"audience" service type. Also being a trainer on effective teamwork I like to see the 
agency develop positive bonds in ways they never imagined!” 
 
7. What further support do instructors require? 
Instructors were asked to identify if there was anything MHFA Australia could do to help 
support their roles in delivering MHFA courses in workplaces. Eighteen instructors didn’t 
feel any further support was needed. Areas of support were identified in a number of 
areas summarised in Table 4. A number of themes that were previously raised again 
appeared here, such as tailoring course content; making the course modifiable, and 
shortening the course. Other themes not previously raised including tailoring promotional 
materials, such as “A well-designed flyer & brochure on workplace courses for 
instructors that market directly to business...” On a similar note, some instructors 
encouraged MHFA Australia to gain media coverage and advertise directly to 
workplaces. Some instructors also called for a refresher course to be developed in order 
to be able to offer these to people who have already done the course.  As one instructor 
explained:  
I think we need a refresher course (maybe a 3 hour). We are now 7 years into 
our workplace MHFA program and staff are very much wanting an 
opportunity to refresh and revisit the course. We encourage people to attend 
Session 1 (of 4) to get a reminder of the course, ALGEE etc and offer 
materials, but a designed refresher course would be much appreciated. 
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Finally a few instructors commented in various sections of the survey that they felt 
MHFA should be made mandatory and encouraged MHFA Australia to engage in 
political advocacy. As one instructor commented, “Mental Health First Aid should 
become legislated in some professions and workplaces as being a compulsory 
requirement. All workplaces should have a MHFA Instructor or MHFA Champion or 
MHFA Officer.” 
 
Discussion 
One of the aims of this study was to gain some understanding of where and how the 
existing MHFA course is being delivered in workplaces. More than two-thirds of 
instructors who responded to the survey are running courses internally in their 
workplaces. The majority of their courses are being delivered to white-collar human 
service industries, with Health Care and Social Support the largest sector represented. 
Such courses are being run predominantly to support employees in their client-
serving roles, perhaps because they are working non-clinically but are in contact with 
members of the public who show signs of a mental health problem. MHFA in this 
context has an important role to play in assisting workers to fulfill their job 
requirements, which in turn could reduce work-related stress. Education and Training 
was the next largest sector and course delivery aimed to support staff in their roles 
(assisting students), as well as to assist co-workers. Some instructors commented that 
training in this context was also delivered to students to help them assist their fellow 
students. The survey results demonstrated clear gaps in MHFA course provision 
across sectors. Male-dominated blue-collar workplaces and professions outside of 
allied health/human services, e.g. legal, financial, IT are highly under-represented or 
completely absent. This finding is consistent with a Scottish evaluation where 
instructors found it difficult to reach particular sectors, especially the private sector. 
Both Byrne et al. (2015) and Stevenson and Alvy (2007) found that participants are 
more likely to come from backgrounds where they already had an above average 
knowledge of mental health.  It is important to note that some of the under-
represented sectors are known to have a particularly high prevalence of mental 
illnesses, suggesting that these sectors should be prioritised in the future. 
 
In terms of motivations, instructors reported that workplaces are mainly driven to 
undertake MHFA training due to having an internal policy that recommends mental 
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health training. The finding that MHFA does spread via word of mouth within some 
sectors is in keeping with its typically grass roots approach. On the whole, instructors 
reported that workplaces were satisfied with the training (though they might be expected 
to be biased on this to the extent that it reflects on their performance). It is interesting to 
note the organic effect that MHFA training has had on some workplaces. There were 
several examples provided where workplaces had introduced formal mental health first 
aid officers within the organisation, as has occurred in other countries (Byrne et al., 
2015). This suggests that MHFA training can have a sustained effect within 
organisations. However, it would be useful to further explore exactly how these roles 
function in workplaces, since the delivery of mental health first aid by a mental health 
first aid officer involves factors not involved in the delivery of physical first aid. For 
example, in contrast to many physical health problems, mental health problems typically 
involve interpersonal difficulties, and are associated with stigma that can hinder help-
seeking behaviours.  
 
The suggestions put forth by instructors around content mainly centred on the desire for 
more tailored information and teaching resources for workplaces, such as specific 
information on workplace mental health and targeted scenarios, with a focus on the high-
prevalence mental health problems over low-prevalence ones such as psychotic illnesses. 
Overarching these suggestions was a general theme regarding flexibility. A tailored 
workplace course has to be general enough to go across many sectors, yet modifiable 
enough to be suitable for the particular audience at hand. This would also take into 
account the reality that many workplaces will have multiple aims for MHFA training, 
rather than taking an either-or approach. It is not feasible for MHFA Australia to tailor 
the course for all possible sectors, but instructors pointed out that more thinking about 
how the course structure could be made flexible would assist them greatly. Instructors did 
not feel that the course needed to be tailored so much for separate role types such as 
managers and other staff members, and that it was more in the hands of the instructor to 
work out how a course is rolled out, factoring in things like the existing workplace 
culture, size and time constraints. This desire mirrored how instructors reported to be 
currently delivering the course, with a mixed role audiences being most common 
audience type. Some instructors did suggest that additional resources for managers and 
senior leaders could assist them in reflecting on broader issues relating to people 
management and organisational change. Instructors strongly supported existing face-to-
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face delivery (with some requesting it be shortened), with many were mindful that more 
flexible modes of delivery such as blended learning would assist in gaining access to 
hard-to-reach sectors or role types. This is also supported by the finding that lack of 
participant engagement is one of the key challenges experienced by instructors. More 
flexible modes of delivery and content could help overcome poor motivation by some 
participants if they are restricted by time, or have specific goals for the training.  
 
Instructors also raised issues related to the process of course delivery and a ‘goodness of 
fit’ between the workplace and instructor. Even though these issues are outside of the 
direct control of MHFA Australia, which trains but does not employ instructors, further 
guidance could be provided to instructors capturing the various ideas raised, such as 
conducting a needs analysis with the workplace prior to training, as well as considering 
engagement issues and delivery methods appropriate for a particular workplace culture.   
 
Implications 
Based on the benefits and challenges experienced by instructors and their support needs, 
there are a number of actions MHFA Australia could take to promote MHFA delivery in 
more workplaces. To begin with, this study has provided rich experiences and examples 
of how MHFA has led to positive organisational changes. MHFA Australia is in an 
appropriate position to lead promotional efforts at a national level, and that instructors 
voiced this as a desire to support their efforts is consistent with research with MHFA 
instructors in other countries (Stevenson & Alvy, 2007; Terry, 2011). This research could 
be used to enhance marketing and promotional efforts directed at workplaces. National 
marketing could also further assist in raising awareness of the goals of the course, and 
preventing the mismatch in participant expectations that was reported by some instructors 
in this study. The mismatch issue has also been raised in qualitative research with Welsh 
MHFA instructors (Terry, 2011). Secondly, instructors have provided clear and useful 
suggestions that can assist with the development of a tailored course for workplaces. 
Finally, the study has also identified key gaps in the delivery of MHFA training in some 
sectors, many which have a high prevalence of common mental illness. Further 
consultation should occur with representative stakeholders from these sectors in order to 
develop appropriate resources that will ensure authenticity and acceptability to 
participants, as has recently been carried out with academics, students and experienced 
instructors to tailor the course for nursing and medical students (Bond, Jorm, Kitchener, 
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& Reavley, 2015).  
 
 
Limitations 
One of the main limitations to this study was the use of a sample of instructors, who 
self-selected to participate in the research. As no other research has investigated the 
pattern of MHFA course delivery in workplaces it is difficult to ascertain whether the 
instructors who participated in the study are representative of MHFA course delivery 
in workplaces generally. In addition, not all instructors who completed the first two 
sections of the survey completed the final section, which may have been as a result of 
survey fatigue or unclear survey instructions. However, the majority of the instructors 
were running courses internally to their workplaces and therefore were able to 
provide detailed information on their experiences with workplaces. It is possible that 
instructors who run private businesses did not participate in the study in order to 
protect any perceived business interests. Finally, instructors may have been biased in 
their answers regarding the preferred mode of course delivery, since they run face-to-
face courses. They may have also been biased about the perceived satisfaction of 
workplaces to the delivery of their courses, since this reflects on their own 
performance and skills. It would be useful for future studies to survey workplaces 
directly, for example to help inform the training needs of a particular sector. Further 
research is also required to evaluate the effectiveness of a tailored workplace MHFA 
course, ideally with a number of different sectors.  
 
Conclusion 
MHFA has strong evidence that is it effective in a variety of contexts. Until now, it has 
been a quite general course with broad examples provided in general community and 
workplace settings. To improve the impact of MHFA in workplace settings, strategies 
need to be considered in how to reach sectors that have yet to take up MHFA training, 
particularly those most in need. One feasible strategy is to further develop core content 
around workplace mental health, in addition to developing a suite of resources that would 
be suitable in a variety of sectors. The instructors who participated in this study 
demonstrated that they are passionate and committed to the MHFA program. Their 
insights and experiences will assist MHFA Australia in reaching workplaces in more 
targeted ways in the future. 
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Table 1. MHFA Standard instructors’ demographics (n = 120) 
 
 
 
 n (%) 
Personal demographics  
Gender - female 86 (72) 
Age – mean (SD) 50.8 (9) 
Highest educational attainment  
 Year 12 1 (1) 
 Certificate 7 (6) 
 Diploma 11 (9) 
 Bachelor  26 (20) 
 Post-graduate 75 (63) 
Work demographics  
Sector of employment  
 Education and Training 51 (43) 
 Financial and Insurance Services 2 (2) 
 Health Care and Social Assistance 58 (48) 
 Public Administration and Safety 6 (5) 
 Electricity, Gas, Water and Waste Services 1 (1) 
 Other Services (e.g., religious organisation) 1 (1) 
 Other (non-profit organisation) 1 (1) 
Years accredited as an MHFA instructor – mean (SD) 5.3 (3) 
Employment arrangement as an MHFA instructor    
 Employed and deliver MHFA to staff internal to workplace 81 (68) 
 Employed and deliver to staff external to workplace 42 (35) 
 Employed and deliver MHFA to the public 38 (32) 
 Self-employed and deliver MHFA to workplaces 36 (30) 
 Self-employed and deliver MHFA to the public 26 (22) 
Number of MHFA courses delivered in last 12 months – mean (SD) 5.5 (5) 
Deliver MHFA exclusively in workplaces 62 (52) 
DELIVERING MENTAL HEALTH FIRST AID TRAINING IN AUSTRALIAN WORKPLACES: EXPLORING INSTRUCTORS’ EXPERIENCES  
Table 2. MHFA Courses workplaces’ aims for training and goals matched (n = 252) 
Sector n (%) Aims   
  Client  
Support       
Support workers’   
mental health 
Co-worker 
Support 
Do not     
know 
Minimum 
standard 
Due to    
legislation 
 
Education and Training 65 (26) 59 37 46 - - -  
Health Care and Social 
Assistance 
120 (48) 115 50 56 1 2 -  
Public Administration  
and Safety 
34 (14) 30 24 29 - - -  
All other Sectors  33 (13) 19 15 26 1 1 1  
Total 252 223 (89) 126 (50) 157 (62) 2 (0.8) 2 (0.8) 1 (0.4)  
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Table 3. Organisation-wide changes after MHFA Training (n = 252) 
 
 n (%) 
MHFA training offered to other staff (on a voluntary basis) 91 (36) 
MHFA training offered regularly as in-service training (on a voluntary 
basis)  
88 (35) 
MHFA training made mandatory to staff 29 (12) 
Other mental health training offered 44 (18) 
The workplace now has its own MHFA instructor 27 (11) 
MHFA training included in organisational policy 21 (8) 
Designated staff trained as MHFA Officers 27 (11) 
Designated MHFA friendly areas  5 (2) 
Other changes in policies, please specify  14 (6) 
Other changes in procedures, please specify  21 (8) 
Do not know 74 (29) 
 
  
DELIVERING MENTAL HEALTH FIRST AID TRAINING IN AUSTRALIAN 
WORKPLACES: EXPLORING INSTRUCTORS’ EXPERIENCES  
Table 4. Themes identified from open-ended questions 
 n 
How should course be tailored?  
Include additional work-specific topics 28 
Include additional work-based scenarios 21 
Include additional work-based films 10 
Make modifiable so instructors can tailor themselves 9 
Course fine as is 9 
Shorten course 6 
Include additional non-work specific topics 6 
I already tailor course 5 
Make changes to structure of course 5 
Address issue that course is too simple for some 5 
Include additional information to existing course topics 5 
Change PowerPoint slides 4 
Include activities appropriate for workplaces 2 
What benefits have you experienced?  
General positive feedback  53 
Context easier to tailor content, build relationship, influence change 28 
Reduction of psychological injury claims 2 
Can shared a workplace’s experience with other workplaces 2 
Feelings of satisfaction 2 
Workplaces seek out instructor 2 
Learning can go in both directions 1 
Better experiences when teaching off-site 1 
What challenges have you experienced?  
Lack of participant engagement 19 
Format not appropriate for all workplaces 16 
Managing expectations 9 
None 8 
Existing work culture 6 
Duplicating existing knowledge/training 5 
Senior leaders 5 
Understanding needs of workplace 4 
Other 17 
What additional support do you need from MHFA?  
Tailor course content 15 
Provide referrals 6 
Tailor promotional materials 5 
Increase awareness of MHFA with workplaces 4 
Make modifiable so instructors can tailor themselves 3 
Shorten course 3 
Develop refresher course 3 
Accredit course and ensure professionals get CPD points for MHFA 2 
Keep course up to date 2 
Make website improvements 2 
Advocate for MHFA inclusion in legislation 1 
Provide supervision/debriefing services 1 
Help instructors with advocacy for mandatory MHFA at their workplace  1 
Other 2 
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Table 5. Mode of delivery for a tailored workplace course  (n = 105) 
 
Mode n (%)* 
2 days face-to-face course 67 (64) 
4 separate face-to-face sessions of 3 hours each 56 (53) 
Blended course (eLearning with a face-to-face component) 45 (43) 
eLearning 14 (13) 
Other (please specify) 25 (24) 
 
* Multiple responses were possible, so these do not add up to 100%.   
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Figure 1. How appropriate topics would be for a tailored workplace course (n = 105).  
 
Key:  
INT = Overview of mental health in the workplace; DEP = Depression; SCD = Suicidal 
thoughts and behaviours; NSSI = Non-suicidal self-injury; ANX = Anxiety problems; PA 
= Panic attacks; TE = Traumatic Events; PI = Psychotic Illnesses; AP = Acute Psychosis; 
SU= Substance Use Problems; AI = Acute Intoxication; AGG = Aggressive behaviours. 
 
